going exercise stress testing. [3] [4] [5] [6] The classical electrocardiographic (ECG) pattern of LMCA disease includes STE in lead aVR in the presence of extensive ST depression (most prominent in leads I, II, and V4-6) with the STE in aVR ≥ V1 (Fig. 1 ). 7 Patients with these findings may potentially require early coronary angiography and coronary bypass surgery. 1 Since lead aVR is electrically opposite to the left-sided leads I, II, aVL, and V4-6; ST depression in these leads will produce reciprocal ST elevation in aVR. Indeed, STE in aVR is postulated to result from two possible mechanisms: (a) diffuse subendocardial ischaemia, with ST depression in the lateral leads producing reciprocal change in aVR or (b) infarction of the basal septum, i.e. a STE myocardial infarction involving aVR. 8 Whereas STE in aVR ≥ 1 mm indicates severe LMCA or LMCA equivalent disease, the STE in aVR ≥ V1 differentiates LMCA from proximal left anterior descending artery occlusion. 7 The absence of STE in aVR almost entirely excludes a significant LMCA lesion. 9 In addition to an acute coronary syndrome, STE in aVR during exercise stress testing also predicts LMCA or ostial LAD stenosis. 10, 11 Selected patients with these findings i n d i a n h e a r t j o u r n a l 6 8 ( 2 0 1 6 ) s 2 2 6 -s 2 2 7 a r t i c l e i n f o 
